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 Patient Management Module

 Appointments
APPOINTMENT

(Last, First,, Middle)

CLIENT NAME: DATE OF BIRTH:        /      / Age:

SS #: STATE CASE #: CITY/COUNTY CASE #:

SITE:

Explain

SPECIAL ATTENTION REQUIRED:

Appointment Type: (check one)

G Bacteriology Date: _____/_______/_____
G Blood Test
G Chest X-Ray
G HIV Test Time: ____________ G a.m.   G p.m.
G Physical Exam
G Skin Test
G Other  Specify:  __________________

Location: ______________________________

Worker Assigned: _______________________

Repeat Cycle: (check one)

G Daily/Weekly
On what day(s):
G Sunday G Monday G Tuesday G Wednesday G Thursday G Friday G Saturday
Every __________ weeks
Repeat _________ times

G Monthly (specific day of month)

Which week:
G 1st G 2nd G 3rd G 4th

Day of week:
G Sunday G Monday G Tuesday G Wednesday G Thursday G Friday G Saturday
Every __________ months
Repeat _________ times

G Monthly (specific date)

Date: ___________
Every __________ months
Repeat _________ times

General Comments: (Not to be entered into TIMS)

__________________________ ____/_____/____
Completed By Date


